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INITIAL COMMENTS

This visit was for investigation of a State hospital
complaint.

Complaint Number:

INO0137191

Substantiated: Deficiency cited related to
allegations.

Date: 9/16/14
Facility Number: 005107

Surveyor: Jacqueline Brown, R.N., Public Health
Nurse Surveyor

QA: claughlin 10/07/14

410 IAC 15-1.5-6 NURSING SERVICE
410 IAC 15-1.5-6 (b)(3)

(b) The nursing service shall have the
following:

(3) Aregistered nurse shall supervise
and evaluate the care planned for and
provided to each patient.

This RULE is not met as evidenced by:

Based on policy and procedure review, medical
record review, and personnel interview, nursing
staff failed to supervise and evaluate the nursing
care for each patient related to lack of daily
bathing and lack of documentation of peri-care for
1 of 5 (N1) closed patient medical records
reviewed.

Findings:
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1. Policy titled "Perineal Care",
revised/reapproved 2/20/13, was reviewed on
9/16/14 at approximately 4:00 PM, and indicated
on pg. 1, under:

a. Key Points section, point 1., "Perineal care,
which includes care of the external genitalia and
the anal area, should be performed during the
daily bath and, if necessary, at bedtime and
episodes of incontinence."

b. Documentation section, point 1., "Document
in the patient's electronic medical record."

2. Review of closed patient medical records on
9/16/14 at approximately 11:20 AM confirmed
patient N1 was an 84-year-old who was admitted
to the facility on 8/13/13 for aortic valve
replacement:

A. per Nurses Notes and Daily Care Flowsheets
dated 8/14/13 through 8/22/13:

a. bathing and oral care was provided to
patient daily, except for 8/15/14 which had no
documentation related to bathing.

b. lack of peri-care documentation on 8/15/13,
8/16/13 and 8/17/13.

3. Personnel P6, Director of Nursing Operations,
was interviewed on 9/16/14 at approximately
12:26 PM and confirmed:

A. documentation of bathing was lacking for
8/15/13 and for peri-care on 8/15/13, 8/16/13 and
8/17/13. Peri-care is provided during daily bath,
but is not always documented in the daily bath
charting area. It is protocol to do peri-care with
the daily bath. Facility policy and procedure were

not followed related to daily bathing and peri-care.
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